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To the President of the Senate and the
Speaker of the House of Representatives

This is our report on improvements needed to speed
implementation of Medicaid's Early and Periodic Screening,
Diagnosis, and Treatment program. Medicaid is administered
by the Social and Rehabilitation Service of the Department
of Health, Education, and Welfare.

We made our review at the request of Congressman
Ralph H. Metcalfe.

We are sending copies of this report to the Director,
Office of Management and Budget, and to the Secretary of
Health, Education, and Welfare.

Comptroller General
of the United States
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COMPTROLIT'? GEVEr. 'S

REPORT T(.. THE CON,

DIGEST

WHY THE REVIEW WAS MADE

Coiv.-essmin Ralph H. Metcalfe
asked GAO to review implementation
of the Medicaid Early and Periodic
Screening, Ciagnosis, and Treat-
mnt (EPSDT) program administered
by the Department of H,,alth, Educa-
tion, and Welfare's f' 1's) Social
and Rehabilitatior vice (SRS),

ln estimated 10 mill ,n children
ender aci_ 21 are eligible for 1-rt.::

ca. and medical

:agnosi, tc-at!vint under it,:

(EPSDT provisi)ns o the Socia.

Security Act.

GAO examined ste taken to imple-
ment EPSDI h, Se, ;Ind Alabama,

Idaho, !1. i Massachusetts.
Oregon, 'tin' I.and, Washington,
and Wiscor As of June 30,
1973, hot:. 1.8 million children
eligible fur Medicaid resided in
tnese States.

IINDINGS AND CONCLUSIONS

S'wtes recici,'ed to provide

E1 '.417 under their Medicaid pro-

This reau,rement is to get
Stato mo. active involved in
preveGtive health care by identi-
fying and treating medical problems
earl,/. In the long run the EPSDT
approach has great potential for
reducih(j the incidence of long-
term, costly medical care.

Teaiatat. Upon removal. 'me reoo..
Cover date should be noted hereun

IMPROVEMENTS NEEDED TO SPEED
IMPLEMENTATION OF MEDICAID'S
EARLY AND PERIODIC SCREENING,
DIAGNOSIS, AND TREATMENT PROGRAM
Social and Rehabilitation Service
Department of Health, Education,
and Welfare

HEW was slow in developing recula-
tions. Also, HEW has not aggres-
sively tried to make States comply
with the law and Federal regula-
tions. Both HEW and the States
have been concerned also with the
potential cost of providing EPSDT.
As a result, only a small percent-
age of eligible children have been
screened.

As of June 30, 1973, 3 of the 8
States had not started EPSDT screening
and EPSDT screenings had been pro-
vided to only 58,000 of the 1.8
Wilion eligible children in the
P ztate',. EPSDT screenings that
have bun performed appear to ef-
fectively identify health problems.
(See D. 11.)

More children could be screened if
emphasis were placed on informing
families about EPSDT and if allied
health professionals were used more
in areas with a shortage of physi-
cians.

In addition, EPSDT would be more
effective if States insured that
screenings were updated and that
conditions found during the exami-
nations were treated.

HEW enforcement of
compliance issues

The Social Security Amendwnts of
1967 (Public Law 90-248), which
added the EPSDT requirements to
Medicaid, required implementation
cf EPSDT by July 1, 1969.

MWD-75-13



From 1968 to 1971 SRS officials
developed program regulations.
Final regulations became effective
on February 7, 1972--about 2-1/2
years after the law stipulated
that the program be fully imple-
mented.

Results of several demonstration
projects experimenting with various
approaches to implement EPSDT will
not be available until fiscal years
1975 and 1976.

SRS regional commissioners and their
staffs were responsible for insur-
ing that State plans and actions
complied with Federal requirements.
Regions reported problems with State
implementation for all eight States
but HEW has not held compliance
hearings.

As of June 30, 1973, 4 years after the
Congress required EPSDT to be imple-
mented, none of the eight States had
fully implemented it for all eligible
children. One of tne States was in
compliance with HEW regulations. The
States' slim implementation of EPSDT
was due, in part, to HEW's slow action
on compliance issues. (See pp. 8
and 9,)

Increc. outreach effoPts needed

Outreach is an important part of
EPS,SJ. Ski Medica.0 guidelines
recirh-ind that each State actively
seek out eligible children by

-- informing parents that EPSDT is
available and when and where
services are provided,

--helping parents understand the
nature and purpose of the pro-
gram,

--enlisting the help of community
agencies in locating eligible
children, and

ii

--helping families receive EPSDT
and providing necessary trans-
::Trtation.

Gi-0 found that the States, and
areas within them, were using a
wide variety of outreach methods.
Some wo.e making more extensive
outreach efforts than others and,
as a result, had much higher
screening rates.

Social Security Amendments of 1972
(Public Law 92-603) require HEW,
effective July 1, 1974, to impose
a monetary penalty on States that
do not

--inform eligible persons of avail-
able EPSDT and

--provide these services.

On August 2, 1974, SRS issued regu-
lations to implement this provision.
The regulations require that writ-
ten materials explaining the ser-
vices available under EPSDT be
provided annually to all families
receiving public assistance pay-
ments under Aid to Families With
Dependent Children (AFDC). (See
D. 15.)

Increased use- of allied
health professionals needed

The mixture of physicians, nurses,
technicians, volunteers, and para-
professionals used to perform sep-
arate segments of EPSDT screening
varied among areas. Some areas had
a shortage of physicians participa-
ting in EPSDT.

Those shortage areas that exten-
sively used allied health profes-
sionals to perform EPSDT screened
more children than areas that used
only physicians. (See DD. 17 and
18.)



States are not meeting their
targeted screening schedules

The primary objective of EPSDT is to
provide preventive health care to
children in low-income families.
Emphasis on preventing diseases
and other crippling conditions re-
quires periodic medical examina-
tions.

The eight States GAO visited had
established schedules for perform-
ing periodic screenings. However,
on the basis of States' screening
rates before June 30, 1973, none of
the States will meat their sched-
ules. (See op. 18 and 19.)

States need to insure that
conditions are treated

A large number of children who have
had EPSDT screenings have been re-
ferred for further diagnosis and
treatment. Although potential
health problems were being identi-
fied, most States did not have an
effective statewide record system
indicating whether the children
were being treated. (See ch. 4.)

RECOMMENDATIONS

The Secretary of HEW should direct
the Administrator, SRS, to take
more aggressive action, including
formal compliance hearings, to make
States comply with the law and SRS
regulations.

The Secretary also should direct
the Administrator to:

--Develop criteria for determining
which children do not need EPSDT
screening because they are re-
ceiving regular, adequate medical
care equivalent to screening and
disseminate the criteria to all
States so that screening efforts

Tear Sheet iii

are directed toward children who
need it.

--Encourage States to use outreach
techniques, such as personal con-
tacts in addition to the required
annual written notification.

--Enclourage and help States to use
allied health professionals for
screening, especially in those
areas that have a shortage of
physicians.

- -Enclourage and help States to in-
crease their screening efforts
to insure that all eligible
children are screened.

- -Encourage and help States to
establish procedures to insure
that screenings are periodically
updated.

- -Monitor States' progress in meet-
ing their screening schedules.

- -Require States to establish pro-
cedures to follow up on children
with problems identified during
the screening process to insure
that needed treatment is provided.

AGENCY ACTIONS AND
UNRESOLVED ISSUES

HEW concurred with GAO's recommen-
dations and described actions that
had been or will be taken. HEW
said these plans are necessarily
tentative and contingent upon the
availability of staff.

Regulations were issues c, Augc%t 2,
1974, implementing sectI)n 299F )f
the Social Security Arne idment, f



1972 which impose a 1-percent re-
duction o,' Federal AFDC payments to
States which (1) fail to inform in
writing, at least annually, all
AFDC families of the availability
of screening, (2) assist eligibles
in obtaining screenings after they
request them, or (3) arrange for
treatment )f conditions uncovered
by screening.

HEW will also require the States to
have the same procedures for non-
AFDC families. While written noti-
fication to eligible families of
the availability of EPSDT is impor-
tant, GAO's review showed that use
of additional outreach techniques,
such as personal contacts, could
increase participation in EPSDT.

HEW said it will continue to en-
courage and assist States to use
allied health professionals for
screenings and it is beginning to
assist the States to refine their
programs to insure screenings are
periodically updated.

SRS is developing plans for moni-
toring each State's performance in
meeting screening schedules as a
part of a comprehensive plan of
work with States on improving EPSDT
impleinentation.

HEW is supporting efforts by vari-
ous States to identify children
under comprehensive care to enable
States to concentrate on screening
those children not under such care.

Children under regular medical care
do not need to be screened if the
care they receive includes all the

iv

elements of the screening program.
S:Iveral States also commented that
many children were under the regu-
lar medical care of a physician and
may not need to be screened.

HEW should develop criteria for de-
termining which children do not
need EPSDT screening because they .

are receiving regular, adequate
medical care equivalent to screen-
ing and disseminate the criteria
to all States so that screening
efforts are directed toward chil-
dren who need it.

Finally, the Secretary of HEW
sponsored regional conferences
with the States during August 1974,
at which it was emphasized that
HEW will impose fiscal sanctions
on those States not meeting Fed-
eral EPSDT requirements.

If effectively implemented with
adequate resources, actions taken
and planned by HEW should help
alleviate problems discussed in
this report. The eight States re-
viewed also commented on GAO's
findings. Supplemental information
provided by the States is included
in Chapter 5. (See op. 20 to 22.)

MATTERS FOR CONSIDERATION
BY THE CONGRESS

This report contains no recommen-
dations requiring legislative
action by the Congress. It does
contain information on the slow
implementation by HEW and the
States of a congressionally man-
dated program.



CHAPTER 1

INTRODUCTION

Congressman Ralph H. Metcalfe requested that we review
the implementat.Lon of the Early and Periodic Screening,
Diagnosis, and.Treatment (EPSDT) program under Medicaid.

DESCRIPTION AND ADMINISTRATION
OF MEDICAID

Medicaid--authorized by title XIX of the Social
Security Act, as amended (42 U.S.C. 1396)--is a grant-in-aid
program under which the Federal Government reimburses costs
incurred by the States in providing medical care to persons
who cannot afford it. The Government pays from 50 to 81
percent (depending on the per capita income in the States)
of the costs incurred by the States in providing medical
services under their Medicaid programs. As of June 30, 1974,
49 States, the District of Columbia, Guam, Puerto Rico, and
the Virgin Islands had Medicaid programs.

Medicaid recipients include persons and families receiv-
ing or entitled to receive cash assistance payments under the
Social Security Act. In addition, States may elect to pay
for medical care proVided to medically needy persons and
famine,- (individuals whose income equals or exceeds the
State's standards under the appropriate financial assistance
plan but is insufficient to meet their medical costs).

The Secretary of the Department of Health, Education,
and Welfare (HEW) has delegated the responsibility for
administering Medicaid to the Administrator of the Social
and Rehabilitation Service (SRS). Authority to approve
grants for State Medicaid programs has been delegated to the
SRS regional commissioners, who administer the field activi-
ties of the program through HEW's 10 regional offices. The

commissioners are responsible for determining whether State
programs are administered in accordance with the Federal
requirements and the provisions of approved State plans.

Under the Social Security Act, States have the primary
responsibility for initiating and administering their
Medicaid programs. The serviceo provided to Medicaid
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recipients vary among States but, as a minimum, all States
must provide inpatient and outpatient hospital services,
laboratory and X-ray services, skilled nursing home services,
!;PSDT to individuals under 21 years of age, physicians'
services, home health are services, and family planning
services.

IMPORTANCE OF EPSDT TO HEALTH OF CHILDREN

Medicaid is the largest Federal program providing
health are to children. An estimated 10 million children
are eligible for .Iedicaid services. In the past, Medicaid
services have been limited largely to providing services
when people requested medical assistance.

The EPSDT amendment to Medicaid was added by the Social
Security Amendments of 1967 (Public Law 90-248). The reports
of the Senate Finance Committee and the House Committee on
Ways and Meansl pointed out that States should take agres-
sive steps to identify and treat children's health problems.
These reports indicated that the Congress was concerned
about differences among States in providing medical services
to children with handicapping and potentially handicapping
health problems that could lead to chronic illness, disa-
bility, and death. Further, the reports indicated a concern
for (1) extending outreach efforts to make eligible families
aware of the availability of free health services, (2)

stimulating the use of these services, and (3) making health
services available to children so they can receive medical
help before their problems become chronic and irreversible
damage occurs.

EPSDT requires States to get actively involved in pre-
ventive health care for children by identifying and treat-
ing medical problems early. As a part of EPSDT, a State
must provide eyeglasses, hearing aides, other treatment for
visual and hearing defects, and some dental care. EPSDT
has great potential for reducing the incidence of long-term
costly medical care.

lseno.t Report No. 90-744 and House Report No. 90-544.

2



HEW does not have information on the actual costs of
EPSDT because they are not reported separately from other
Medicaid costs.

SCOPE OF REVIEW

We made our review at HEW headquarters, Washington,
D.C.; HEW regional offices in Boston, Chicago, and Seattle;
and State agencies administering the Medicaid program in
eight States--Alabama, Idaho, Illinois, Massachusetts,
Oregon, Rhode Island, Washington, and Wisconsin. As of
June 30, 1973, these States had about 1.8 million children
eligible for Medicaid. We visited public health offices,
private clinics, and public welfare offices; observed
medical examination procedures used by EPSDT providers; and
discussed EPSDT with selected families of eligible children.
Our fieldwork was conducted from June to December 1973.

3



CHAPTER 2

HEW PROGRAM DIRECTION NEEDS IMPROVEMENT

HEW was s1 :w in developing EPSDT regulations. Aleu-Jugh
HEW has awarded five contracts to rational medical pr,wider
groups to design and develop ways to help States and local-
ities carry out EPSDT, the results of these stuLies will
not be available until 5 to 6 years after EPSDT's required
implementation date. In addition, HEM has not taken effec-
tive action to insure that States fully implement FPSDT.
As a result of this and the States' coll.:ern about the cost
of providing EPSDT, States have been slowly implementing
EPSDT and only a small percentage of the eligible children
have been screened.

HEW'S SLOWNESS IN DEVELOPING REGULATIaAS

The Social Security Amendments cf 1967 rec;Ared EPSDT
to be implemented by July 1, 1969, in every State that had
a Medicaid program.

From 1968 to 1971 SRS officials developed program
regulations after consulting with (1) experts in the field
of health care for young people, (2) other. Y.114 agencies, (3)

the Office of Management and Budget, and f) the States.
The Secretary of HEW referred to this pe::iod of time as

* * an embarrassingly long period of delay and
:,ebate, occasioned mainly by a concern over the
,pact on Federal and State budgets and on States'

medical resources * * *."

On December 11, 1970, the Adininistrator cf SRS pub-
lished proposed regulations in the Federal Register for
implementing EPSDT. The proposed regulations stipulated
that the States would provide whatever treatment a child
needed regardless of the limits the States had placed on
other Medicaid services. About half the States were
concerned about the potential cost of unlimited care.
This le3 HEW to consider alternative regulations.

Growing congressional concern and a court suit against
Jecretary encouraged HEW to issue final implementing

4



regulations. The final regulations, published in the
Federal Register on November 9, 1971, allowed States to
limit treatment to those services normally provided undr.:
States' Medicaid plans, except that the States must als-,
provide eyeglasses, hearing aids, other visual and hearing
treatmeiz, and sore dental care.

These regulations became effective on February 7, 1972,
about 2-1/2 years after the law stipulated that the program
be fully implemented and 4 years after EPSDT was authorized
by law. The regulations required States to start imple-
menting EPSDT, at least for children under age 6, but
allowed States unti.. July 1, 1973--4 years after the July 1,
1969, required starting date--to fully implement services
for all children under age 21. The States were allowed to
phase in their programs because of the concern over the
estimated fiscal impact of EPSDT on State budgets.

In October 1972, the Prs3.dent signed the Social
Security Amendments of 1972. Title II of the amendments
requires the Secretary of HIM to reduce Federal Aid to
Families .with Dependent Children (AFDC) payments to the
States by 1 percent starting in fiscal year 1975 if a

State fails to:

--Inform AFDC families of the availability of child
health screening services.

--Actually provide or arrange for such services.

--Arrange for or refer to appropriate personnel for
corrf.,ctive treatment, those children disclosed by
such screening as suffering illness or impairment.

In its repor. on -Ale Social Security Amendments of
1972,1 the senate Pirance Committee stated that many States
had failed 4:o 'nt EPSDT or had only partially imple-
mented it because cif their contention that the screening,
diagnosis, ;,ad ::mint of all ligible children under age
21 was not possibll because of limited State financial and
health care resources. The Committee believed that a

1Senate Report No. 92-1230
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penalty provision would underline the Committee's intent
that the States fully implement health screening programs.

SRS published regulations to implement this penalty
provision on August 2, 1974.

The regulations require the States to:

--Inform in writing, at least annually, all eligible
AFDC families of the availability of screenings and
where and how screenings can be obtained.

--Assist those AFDC eligibles who request screenings
in obtaining them, normally within 60 days of the
request.

--Arrange for treatmeC: of conditions unco\i..red during
screening, within 60 days of the screening.

States which do nt fulfill these requiremtmts can be
assessed a 1 peroe!' penalty in Federal AFDC paymelts.

LINCTED MONITORING AND
TEMMICAI, ASSISTANCE

Ir implementing EPSDT, HEW established a report-
ipg requirerm-,t for total numbers screened and )otenti:11
problems ider.4:ified by the screening for each
in Oc-Lober .L9%2. It designated EPSDT as a pricrit: ect
in Ju.L., 1c:=12. In -'ddition, HEW funded four c ,onstratior,
projects, f ye de, ,lopment projects, and one 3valuation
project. t'ase p,ljects were font ' during fiscal
years 19,. and 1.74, frcii to 4 years 4f EPSDT's
required implementat'm ' ,te. These pYo_cts were planned
to be completed from m)11''is to 3 years afier their start-
ing dates.

The demons.zration proj, ctL were being -1-..ed to test
various approaches in implementing EPSDT at the local level
and were considered expedieit in helping the States to imple-
ment their EPSDT. The results of these projects will not be
available until fiscal years 1975 and 1976--6 to 7 years
after the required implementation date.

6



Tn implementing EPSDT and designing and developing ways
of assisting States and localities in carrying out EPSDT,

HEW has contracted with several national medical provider

groups. Under these contracts the American Medical Associa-
tion is to develop a guide for health provider participation

in EPSDT. The American Society of Dentistry for Children
is to prepare a manual on developing dental components of

EPSDT. The American Academy of Pediatrics is to prepare
guid-Ilines for early identification of health problems and
guides for treatment and diagnosis. The Health Facilities
Foundation is to develop a manual for training health pro-

fessionals.

HEW awarded a grant on June 1, 1972, to the Regional
Health Services Research Institute for evaluating EPSDT.
The organization started work on the project in July 1972.

A phase I report was published in October 1972 and a phase

II report was published in September 1973. The principal

criticisms in the first report included the following:

- -An absence of effective outreach and followup

services.

- -Many children undergoing screening appeared to have
regular contact with physicians but the physicians

had not given the children a vision, an audiometer,

or a developmental test.

--State information systems did not adequately insure

systematic followup.

- -Data systems did not contain data necessary for
adequate economic analyses of EPSDT programs.

The second report emphasized the activities of success-

ful State and local organizations, including examples of

effective outreach methods, screening procedures, and

tracking systems for effective followup. SRS' Medical
Services Administration (MSA) distributed a summary of

these findings to the States.

In December 1973, the Acting Director of the HEW Office
of Child Development and the Commissioner of MSA announced

steps to use local Head Start programs in getting EPSDT to
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children. The Administrator of SRS approved this plan in
February 1974 with the provision that each State's title
XIX Director and Governor must approve all outreach. In
June 1974, the Office of Child Development funded 200 Head
Start demonstration projects to carry out this effort.

SRS regional office personnel are responsible for (1)
reviewing EPSDT's progress in the States to detect problem
areas, (2) providing technical assistance requested by the
States, and (3) determining the status of implementation.
The size of the SRS regional office staffs working on EPSDT
varied considerably among regions during fiscal year 1974.
As of April 1974, regional commissioners estimated that
between .2 and 3 professional man-years of effort would be
spent in their regions on EPSDT in fiscal year 1974.
Accordingly, SRS' ability to determine the status of the
States' implementation of EPSDT and to provide needed
assistance varied between regions.

COMPLIANCE HEARINGS NOT HELD

Under title XIX of the Social Security Act, as amended,
the Secretary of HEW has the authority to withhold Medicaid
payments if a State's plan for administering its Medicaid
program does not meet mandatory Federal requirements or af
an approved plan is not carried out. One of the primary goals
of SRS is to insure that people receive the benefits
intended by laws and implementing regulations.

SRS regional commissioners and their staffs are
responsible for insuring that State plans are in accordance
with Federal requirements and that States are operating in
conformity with approved plans. Although regional repre-
sentatives have monitored and assisted States in implement-
ing EPSDT, State programs need further improl;ement. As of
June 30, 1973, 4 years after the Congress required EPSDT to
be fully implemented, none of the eight States had done so
for all eligible children under 21 years old. However,
Rhode Island was in compliance with SRS regulations in force
in June 30, 1973, which required providing EPSDT to children
under 6.

SRS regulations require that, when an issue cannot be
informally resolved through negotiations with a State, the



SRS regional commissioner will recommend that the Adminis-
trator, SRS, hold formal hearings to determine the State's
compliance with Federal requirements. These hearings serve
as the basis for deciding whether to withhold Medicaid pay-
ments to the State for noncompliance.

As of June 30, 1973, Illinois had not informed the
families of all eligible children about EPSDT, and Alabama
had not provided transportation to and from medical services.
Idaho and Washington had not provided statewide services,
and Wisconsin, Oregon, and Massachusetts had not begun imple-
mentation. Regional staffs had reported these problems which,
in two cases, had also been noted in several qiihrterly
reports, but HEW has not held formal compliance heari7Y:::
involving these seven States.

The States have been slow in implementing EPSDT as a
result of HEW's slow action on compliance issues. ?or
example, as of July 1, 1973, 4 years after the Laplementat5on
date, Oregon had not implemented EPSDT services. Oregon
officials told us that they would do only what HEW requi%Bd
in providing EPSDT. The SRS regional commissioner recom-
mended, in May 1973, to the Administrator of SRS that formal
compliance action be taken against Oregon, but, as of May
1974, hearings had not been held.

In December 1973, the Director of tle Division of Pro-
gram Monitoring, MSA, reported :o the eor:ilis.dener that
MSA had discontinued ialysis of the (lar, .rly conolfance
reports and did not plan to follow up of compliance issues
with the States. An SRS represent3t4 col0 that SRS had
not pursued compliance issues becau the =riff :.culty of

documenting ti-.a )roblems and going tLryagh t7ompliance
hearings.

CONCLUSIONS

Some Sates have been slow :!=piementing EPSDT
because of slow efforts a. tit an apparent reluctance to
use formal con?liancc procedure-s. BIN needs to take more
aggressive to briny the Statel into compliance with
the law and HE'' regulatiols.
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RECOMMENDATION

In those cases where the States are not complying with
the law or SRS regulations, we recommend that the Secretary
require the Administrator, SRS, to take more aggressive
action, including formal compliance hearings, to bring these
States into compliance.

AGENCY COMMENTS AND OUR EVALUATION

By letter dated September 9, 1974, HEW furnished us
with its comments on our findings and recommendations. (See
app. Ii.) stated that in regibral conferences held
with representatives of the States on August 9, 13, and 16,
1974, it was made very clear that HEW plans to move aggres-
sively against those States which continue to be out of
compliance with program requirements. HEW said it would
initiate formal compliance action in such cases.

Judicious use of the penalty provision and compliance
hearings should help insure that States comply with the
EPSPT requirements.

10
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CHAPTER 3

NEED TO PROVIDE SCREENING TO MORE CHILDREN

Ecats, have tried to inform low-income families of the
.ncreased el.ntive health services available to their

:hil .ten it a .'exult of EPSDT. Howeer, only a small
;)ercritage of the eliyible children had received EPSDT
x-eenings as of June 30, 1973, and this percentage varied
(-:siderably. among States and among areas within State .,s.

yt -tat time three of the eight States visited had not
3tr,:ed screening.

The number of children screened could be increased if
171c would encourage States to place greater emphasis on

.

forming families about EPSDT and if the number of allied

t.alth professionals providing the services were increased
in those arias is at have a shortage of physicians. In

addition, EPSDT's preventive health benefits could be.
increased if HEW required States to establish procedures to
insure that screening examinations are periodically updated
in accordance with screening schedules.

PREVENTIVE SERVICES INCREASED

Following are examples of how EPSDT has increased pre-
ventive health care to more children.

Idaho's Maternal and Child Health Clinics were
screening children only through age 5 before EPSDT, and only

upon the parents' request. EPSDT has expanded screening to
include all children under age 21 and has introduced con-
siderable outreach efforts (see p. 15.) through letters

and personal visits.

County Health Department employees ..n Al:gbama tcid us

EPSDT has been beneficial for children and has det.icted

health problems that the public health rIrses' routine work

would not have found. For exanple, some were

treated for potential tuberculosis '.stected by EiLieT.

Washington State officials told lac, that, before EPSDT

was implemented, Washington had no preventive heal _h care

ptogram availaAe to all low-income c:viildren.

11
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Preventive health care was and is available to some
low- income children under programs other than EPSDT,
including school health programs, maternal and child health
clinics, and neighborhood health centers. Because of the
limited statistics on preventive health care prov.i.dee
these programs, we could not determine the number of children
receiving screenings. EPSDT has emphasized preventive ce.re

rather than crisis treatment which had.been the emphasis in
the past.

LIMITED NUMBERS SCREENED

Only a small portion of the eligible_ children had been
screened as of June 30, 1973. Overall about 58,000, or 3
percent, of the 1.8 million eligible children in the 8
States had been screened. This rate varied from zero for
three states that had not started screening to 16 percent in
Alabama.

One 1-713on or the different screening rates is that
some 3tate-, ;lege: screening earlier than others and as a
result, screened ru-re children than those States that were
slow in Lppleni:nt.-1 the service. For example, Alabama
started scree. -n October 1971 and had a higher rate than
Oregon whie, s7: a,. screenin9, in August :973. Slow
implementaticr by =!..),le States is also ref.k.ected in the low
national. acreenirc rate - -7 percent as of June 30, 1973.

Ctt:Eer r:asons which contributed to tte different rates
include diffczent ,utreach approaches ane different types of
medical providers Icing th,i screening. Alsc Massachusetts
officials informed us that their Medicaid program had
provided EPSDT services since 1968, but the State is having
difficulty documenting ic. Tn addition Rhode Island
officials indicated that most eligible children were under
the regular care of a doctor and many have been given
unrecorded screenings.

Th. folowing table shows M)SDT screening data for the
States rei,i,:wed.

12



E
P
S
D
T
 
S
C
R
E
E
N
I
N
G
 
S
T
A
T
I
S
T
I
C
S
 
A
S
 
O
F
 
J
U
N
E
 
3
0
,
 
1
9
7
3

E
s
t
i
m
a
t
e
d

n
u
m
b
e
r
 
o
f

S
c
r
e
e
n
i
n
g

e
l
i
g
i
b
l
e
 
c
h
i
l
d
r
e
n

C
h
i
l
d
r
e
n
 
,
-
r
e
e
n
e
d

s
t
a
r
t
e
d

u
n
d
e
r
 
2
1

f
r
o
t
L
f
 
l
l
_
_
_
_
_

)
1
9
.
.
2

D
a
t
e

N
u
m
b

'
k
e
r
c
e
n
t

A
l
a
b
a
m
a

0
 
t
o
 
5

O
c
t
.
 
1
9
7
1

2
4
0
,
0
0
0

3
9
,
0
1
5

1
6

6
 
t
o
 
1
1

D
e
c
,
 
1
9
7
2

1
2
 
t
o
 
2
0

A
p
r
.
 
1
9
7
3

I
d
a
h
o

0
 
t
o
 
5

J
a
n
.
 
1
9
7
3

6
 
t
o
 
2
0

J
u
l
y
 
1
9
7
3

1
3
,
5
5
8

1
,
5
9
4

1
2

I
l
l
i
n
o
i
s

0
 
t
o
 
5

F
e
b
.
 
1
9
7
2

5
8
3
,
3
4
9

b
1
2
,
8
8
8

2

6
 
t
o
 
2
0

A
u
g
.
 
1
9
7
3

M
a
s
s
a
c
h
u
s
e
t
t
s

0
 
t
o
 
2
0

J
u
l
y
 
1
9
7
3

4
1
5
,
8
0
0

O
r
e
g
o
n

0
 
t
o
 
2
0

A
u
g
.
 
1
9
7
3

7
3
,
5
2
1

0
0

R
h
o
d
e
 
I
s
l
a
n
d

0
 
t
o
 
5

J
a
n
.
 
1
9
7
3

3
7
,
0
0
0

2
0
2

1

6
 
t
o
 
2
0

J
u
l
y
 
1
9
7
3

W
a
s
h
i
n
g
t
o
n

0
 
t
o
 
2
0

N
o
v
.
 
1
9
7
2

2
4
0
,
0
0
0

4
,
4
7
3

2

W
i
s
c
o
n
s
i
n

0
 
t
o
 
2
0

J
u
l
y
 
1
9
7
3

1
4
8
.
0
2
5

0
0

T
o
t
a
l

a

1
,
7
5
1
 
2
5
3

5
8
,
1
7
2

3

A
p
p
e
n
d
i
x
 
I

s
h
o
w
s
 
a
 
b
r
e
a
k
d
o
w
n
,

b
y
 
f
i
,
l
c
a
l
 
y
e
a
r
,

o
f
 
t
h
e
 
n
u
m
b
e
r
 
o
f
 
c
h
i
l
d
r
e
n
 
r
e
c
e
i
v
i
n
g

b

E
P
S
D
T
 
s
c
r
e
e
n
i
n
g
s
,

S
t
a
t
e
s
 
a
l
s
o
 
a
r
e
 
p
r
o
v
i
d
i
n
g
 
s
c
r
e
e
n
i
n
g
s
 
u
n
d
e
r
 
o
t
h
e
r
 
h
e
a
l
t
h
 
p
r
o
g
r
a
m
s
.

D
a
t
a
 
o
n
l
y
 
t
h
r
o
u
g
h
 
M
a
r
c
h
 
3
0
.
 
1
9
7
3
.

M
a
s
s
a
c
%
u
s
e
t
t
s
 
o
f
f
i
c
i
a
l
s
 
i
n
f
o
r
m
e
d
 
u
s
 
t
h
a
t
 
E
P
S
D
T
 
t
y
p
e

s
e
r
v
i
c
e
s
 
h
a
v
e
 
b
e
e
n
 
p
r
o
v
i
d
e
d
 
s
i
n
c
e

1
9
6
8
,
 
b
u
t
 
t
h
e
y
 
w
e
r
e
 
n
o
t
 
a
b
l
e
 
t
o
 
p
r
o
v
i
d
e
 
d
o
c
u
m
e
n
t
a
t
t
o
n
 
t
o

t
h
i
s
 
e
f
f
e
c
t
.



r.

SCREENING PROCEDUS AND PAYMENTS

SRS screeninq guidelines recommend that a State's screen-
ing include at lerlt:

n* * * a hp,Ilth and develeTmental history (phys-
ical and montal)7 an asse;ment of physical growth;
developmental assessment; inspection for obvious
physical defects; ear, nose, mcuth, and throat in-
spection (including inspection of teeth and gums);
screening tests for cardiac c:JLormalities, anemia,
sickle cell trait, lead poisoning, tuberculosis,
diabetes, infections and other urinary tract con-
ditions; and assessment of nutritional stutus and
immunization status * * *."

The States appeared to be including most of these tests in
their EPSDT physical examinations. In a few cases States
were conducting other tests considered optional in the
guidelines.

An Alabama health official told us the State was not
testing all ch.I'dren for lead poisoning because of the
historical?" incidence of such cases. The State was,
however, optional lah tests fut- parasites because of
the'"*_ ih( dance in some areas of zhe State.

The amount paid to providers for each EPSDT examination
varied from State to State. 1,,,Ishington providers were paid
$12.60 for initial screelings and $6.30 for subsequent screen-
ings. The costs of urine and anemia laboratory tests were
included in these fees, while other laboratory costs were paid
separately. Rhode Island paid $20 for the screening and an
additional $7.50 fox laboratory tests.

Dental scniener-1 in Illinois received $8, and other
screening providers 1:ec.,..ived from $11 to $22 for each
examination, depending on the age of the child screened.
Massachusetts allowed $17 for the screening and $9 for
followup visits. In Alabama, doctors received $10 for each
screening and could send specimens to the State laboratory
for anal4'sis. Some physicans believed that these rates are
too lo' -; this could affe:t the.'.2: participation in EPSDT.

14



IMPROVED OUTREACH NEEDED

Outreach is an important part of EPSDT. SRS guidelines
recommend that each State actively seek out children eligible
for EPSDT by (1) informing parents that EPSDT is available
and when and where it is provided, (2) helping parents under-
stand the nature and purpose of the screening program, (3)

enlisting the help of community agencies in locating eligible
children, and (4) helping families receive EPSDT -- including
necessary transportation.

SRS guidelines recommend a number of ways to publicize
the availability of EPSDT services to eligible and potenti-
ally eligible individuals, including posters, flyers, pam-
phlets, and radio, television, and newspaper announcemencs.

States were using a wide variety of outreach ',.eeh-qs.
Some of the States and areas within States using oy.7e e%-

tensive outreach efforts than others had higher s-...eerin;
rates than those with less extensive outreach ef..Irts. or
example, most of the areas in Idaho and Alabama were usi g a
variety of outreach methods and had higher screen.,g rates
than Illinois and Washington which had done little more than
mail EPSDT inserts to families with eligible children.

Each of Idaho's seven regions planned and executed its
owr outreach efforts througn the local offices o5 the State
Department of Environmental and Community Services. In
addition to informational bulletins mailed by the State to
persons eligible for Medicaid, some regional offices also
mailed their own brochures, telephoned eligible families,
and made personal visits to encourlge parents to make screen-
in appointments for their children. Three of the four Idaho
reions we visited were making extensive personal contacts
and had screening rates of 16 to 35 percent at June 30, 1973.
The region with the 35-percent screening rate used personal
service aides--mothers who had been receiving assistance
under the AFDC program--to help provide outreach services to
eligible families. The aides were hired with 90 percent
matching funds from the federally assisted Work Incentive
Program. In contrast to the three regions making extensive
,mrsonal contacts, the fourth region was doing little in the
',ay of personal outreach and had only a 3-percent screening
rate for the same time.

15



In Alabama, individual counties were responsible for
their outreach efforts. The public health nurses in each
county made personal contacts with families of eligible
chiOren. In one of the two counties we visited, public
health nurses were following up on some of the children who
did not show up for their scheduled screening examinations.
In the other county, screening appointment letters were
being mailed to families but there was no followue on
children who missed their appointments. The first county
had screened 62 percent of its eligible children and the
other county had screened 37 percent.

In Illinois, interim EPSDT procedures which were issued
in February 1972 provided that public aid caseworkers en-
courage eligible families to use EPSDT. However, 15 of 26
caseworkers we talked to told us they were not informing
eligible families about EPSDT. Some of these caseworkers
said they had not been instructed to do so. The State had
experimental projects which used personal outreach, but, as
of September 1973, it had not used this approach statewide.
As of June 30, 1973, Illinois had screened 2 percent of its
eligible children.

Each local public assistance office was responsible for
outreach in the State of Washington. In addition, the State
mailed inserts with a Medicaid card or warrant to notify
recipients that EPSDT was available ar- how to arrange to
have children screened. Public assistance officials told us
that caseworkers inform re: public assistance recipients
of EPSDT when they fir 3c inane eligible. When caseworkers
made their regularly scheduled visits, they also told
recipients about EPSDT. Howeve::, some caseworkers said they
were not actively disspminating EPSDT information because of
heavy workloads. Numarous public assistance recipients were
not assigned to caseworkers and were not contacted unless
they requested help. These 1:a%:..pients were notified about
EPSDT only through the mailed ir2erts. As of JUne 30, 1973,
Washington had screened 2 percent n2 the eligible children.

16



The Regional Health Services Research Institute at the
University of Texas Medical School conducted an EPSDT impact
and evaluation study in 1973 in selected localities of eight
States other than the ones we visited. TLe study showed
that the average rate of children who appeared for screen-
ing was highest in those localities where families were
personally contacted.

The Social Security Amendments of 1972 (Public Law
92-603) added a penalty effective July 1, 1974, for States
that do not inform and provide EPSDT. (See pp. 5 and 6.) On

August 2, 1974, SRS published regulations to implement this
provision. The regulations require States to inform AFDC
families annually in writing of EPSDT. However, States which
used a variety of outreach methods 'iad higher screening rates
than those States which primarily relied on mailing EPSDT
inserts to eligible families.

ALLIED HEALTH PROFESSIONALS.
SHOULD BE USED MORE

SRS expected all levels of piofessional expertise to be
involved in EPSDT. Its guidelines provide that screening
0.Juld b4 performed under the supervicton of, or with
consultation from, physicians, dentists, optometrists,
audiologists, or other health care specialists. Parts of
the screening, such as interviews, observations, and tests,
can be conducted by nurses, trained health aides, laboratory

technicians, and trained volunteers.

All the States we visited were using several types of
personnel to do the screening. Physicians, nurses, techni-
cians, volunteers, and paraprofessionals were being used to
do different segments of the screenings. For example, some
regions in Idaho were using physicians to perform the
physicals and nurses and specially trained personal service
aides to do other parts of the screening, such as immu-
nizations, developmental tests, hearing and vision tests,
dental examinations, and children's medical histories. In

Illinois, physicans were conducting most of the screening
examinations with the assistance of nurses and laboratory
technicians. Private physicians and physicians at neighbor-
hood health centers performed screenings In Rhode Island.

17



Some areas of ftates we visited had a shortage of
physicians participating in EPSDT. Those shortage areas
that extensively used allied health professonels to perform
EPSDT screened more childr=an than shortage arens that used
only physicians. For example, in one area in Washington,
few children were being screened because only two doctors
were providing EPSDT, and allied health professionals were
nYt being used. In contrast, in many areas in Alabama,
doctors were not available so public health nurses were
doing the screening. The percentages of children screened
in these areas were as high as 62 percent. The Wisconsin
comments pointed out that allied health professionals are
now used almost exclusively in its EPSDT program.

In a bcoklet entitled "Standards of Child Health Care,"
the American Academy of Pediatrics stated:

"* * * a physician may delegate the responsibility
of providing appropriate portions of health ex-
aminations and health care for infants and children
to a properly trained individual working under his
superviUcn."

The Academy be .eves that:

"* * * such persoLnel, who are working as members
of a healer team headed ')17 a physician, can provide
better chile hcalth care to more children than the
physician' who 1.s wcrking alone."

The number of children F:rEened could he greatly in-
creased nationwide if HEW wolle, encourage States to use more
allied health professionals in the screening process.

PERIODIC SCREENING NOT 1NSERED

EPSDT's primary oh' ;tive is to provide preventive health
care to children of low::.1come families. The emphasis on
preventing diseases and cthey crippling conditions necessi-
tates periodic medical examinations. Each State is responsi-
ble for developing its own schedule for screening children.
The eight States we visited had established schedules for
performing periodic screenings.

18



Idaho plans to screen children ar:nually, with some tests
of the screen left out. Alabama plans to screen all eligible
children every 3 years. In Rhode Island, after a child is
given an initial screening examination, he is considered to
be under the care of the provider who is supposed to schedule
followup examinations in accordance with customary medical
practice. Most of the States, however, have not instituted
procedures to insure that screenings are periodically updated:

On the basis of past screening rates, none of the States
will meet their targeted schedules. Fiscal year 1973 rates
varied from a high of 13 percent for Alabama to zero for three
States which had not started screening. (See app. I.)

SRS does not require States to report data showing their
compilance with screening schedules. It requires only that
each State report statistics which show the gross number of
screening examinations performed. This data does not show
whether the children were screened for the first time or
whether the screenings were periodic updates of previous
examinations. SRS should monitor States' progress in meeting
their EPSDT schedules.

CONCLUSIONS

The number of children being screened could be increased
if additional emphasis were placed on informing eligible

families about EPSDT. Also, more screenings could bn per-
formed it the number of allied health professionals pro-
viding the services was increased in those areas having
a shortage of physicians. Finally, EPSDT preventive health
benefits could be increased if States made sure that screen-

ings were periodically updated.

RECOMMENDATIONS

To insure that eligible children receive EPSDT benefits,

we recommend that the Secretary of HEW direct the Adminis-

trator, SRS, to:
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--Develop criteria for determining which children do not
need EPSDT screening because they are receiving reg-
ular, adequate medical care equivalent to screening
and disseminate the criteria to all States so that
screening t!forts are directed toward children who
need it.

--Encourage States to use outreach techniques, such as
personal contacts, in addition to the required annual
written notification.

--Encourage and help States to use allied health pro-
fessionals for screening, especially in those areas
that have a dtsortage of physicians.

--Encourage and help States to increase their screening
efforts to insure that all eligible children'are
screened.

--Encourage anu help States to establish procedures to
insure that screenings are periodically updated.

--Monitor States' progress in meeting their screening
schedules.

'AGENCY COMMENTS AND OUR EVALUATION

HEW stated that States are now required, as a result of
regulations issued on August 2, 1974, to inform AFDC families
in writing, at least annually, of EPSDT services available
and where and how the services can be obtained. States
must also have arrangements to provide such information to
persons for whom printed material is inappropriate. If
a State does not meet these requirements, it is subject to
a 1-percent reduction of Federal AFDC funds. SRS is now
developing criteria for applying the penalty. Although the
1-percent penalty appLies oily to AFDC families, the basic
EPSDT regulation requires that all eligibles be informed,
and HEW win stipulate that non-AFDC families be informed in
the same manner as AFDC families. The sanction for not in-
forming non-AFDC families world be a conformity hearing.
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HEW also commented that it had supplied television and
radio spot announcements on EPSDT to the States for use as
they saw fit.

We agree that written notification of the availability
of EPSDT is important. However, our review showed that the
use of additional outreach techniques, such as personal con-
tacts, increased participation in EPSDT. We believe HEW
should encourage the States to use other outreach techniques
in addition to annual written notifications to help insure
that families of children who need to be screened are made
aware of EPSDT.

Regarding our recommendation that HEW encourage and
assist States to use allied health professionals for screen-
ing, HEW said that MSA will continue to emphasize this al-
ternative in technical assistance activities with States.
Also,' a manual for training allied health professionals for
work in EPSDT is being developed by the Health Facilities
Foundation of San Francisco. The manual is currently
scheduled for distribution early in 1975.

We noted that the EPSDT screening guide developed by
HEW and distributed in August 1974 to providers points out
that screening can be accomplished by properly trained allied
health professionals but does not emphasize this alternative.

Regarding our recommendation to encourage and assist the
States to increase their screening efforts, HEW commented
that it has encouraged (through the August 2 regulations)
States to make efforts that will insure that screening is
available to all eligible children. States must take an
active role in assisting eligibles requesting screening
services or be subject to a 1-percent reduction in Federal
AFDC funds. The States must (1) explain what services are
available, (2) tell how and where services can be obtained,
(3) insure that an adequate number of providers are available
to deliver services within 60 days of the request, and (4)
have a monitoring system to insure that requested services are
provided. In addition, in August 1974 HEW made available
to providers a manual on how to perform screening.
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HEW also commented that many el .gible children are under
comprehensive care of physicians so screening efforts should
be directed toward those not under care.

Several States also commented that many children were
under regular medical care but they &I,.; not know the compre-
hensiveness of screening under this care. We agree that
children under regular medical care may not need to be
screened if the care they receive includes all the elaments
of the screening program. HEW should continue to develop
criteria for deterWriag which children do not need EPSDT
screening and, when ccApleted, disseminate the criteria to
all States so that .:,reening efforts am directed toward
children who need

In commentin on cur recom:ndaticn to encourage and
assist the Stato,s to establish procedules to insure that
screenings are periodically updated, HEW said it was
beginning to encourage and assist States to refine their
EPSDT programs, especiall in the area of case management.
We agree that a good case management system would be an
effective method for insuring that screenings are periodi-
cally updated and we believe HEW should continue assisting
States in devising such systems.

Regarding our recommendation that SRS monitor the States'
progress in meeting their screening schedules, HEW said
SRS is developing plans for encouraging, assisting, and
monitoring States' performance in meeting screening schedules
as a part of a comprehensive plan of work with States on
improved EPSDT implementation. states will be assisted in
identifying causes of delays in meeting schedules and develop-
ing solutions drawn in many instances from HEW's knowledge
of successful practices. HEW said some of these plans are
necessarily tentative, contingent upon the number and distri-
bution of available staff for EPSDT.

If effectively implemented with adequate resources, the
actions taken and planned by HEW should help alleviate the
problems discussed in this chapter.
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CHAPTER 4

NEED TO INSURE TREATMENT IS PROVIDED

The Social Security Act requires States receiving Medi-
caid funds to arrange for treating children's medical problems
identified by screening. A large number of children who had
',nceived EPSDT screening were referred for further diagnosis
and treatment, but the States generally did not know whether

.these children were being treated. The treatment effort
could be improved if HEW would require State agencies to
develop and use statewide followup systems to identify those
children who have not received treatment and assist them in
getting to the approoriatemedicd1 care providers.

SRS guidelines state that each State should seek to
develop

"* * * records which will establish a hea.,Zh care
history fcr each child which details screening tests
provided, conditions uncovered, resulti of diag-
nosis, z,1:.d services rendered (by condition) so that
costly and unnecessary repetition of screening and
diagnostic procedures will not occur, and appro-
priate medical treatment will be facilitated * * *."

The screnAngs thaz have been performed appear to be
effective in identifying health problems, as shown in
appendix I and in the following table.
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r

CONDITIONS FOUND DURING SCREENING (note a)

Number of en
screened

Alabama Washington

39,015 4,473

Tvi.,n of conr:itions

'.und (notv b):

1,627 190
Hearing 593 306
Dental 11,956 599
Lead poisoning 0 2
Other (note c) .25,851 1,635

a

Total 40 027 2 732

As of June 30, 1973.

b

may be raferred for treatment for more than one illness or
impairment.

Includes intstf,a1 parasites, anemic conditions, heart
conditions, 'Inn any other physical or mental conditions.
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Although health problerf were being identified, none of
the States we visited were e..2ectively using a statewide
record system for determining whether the children were
being treated. Several States had plane for .computerized
systems which could monitor the health care children re-
ceived, but at the time of our fieldwork only Alabama had an
automated followup system which could be used statewide.
The State sends each county a monthly list of all children
whose medical treatments have been paid. The counties could
have used these printouts to determine whether children were
being treated, but neither Of the two counties we visited
had done so.

In Alabama the effectiveness of followup efforts varied
from zounty to county. One county we visited was effective-
ly using referral forms. When a child was referred for
treatment, the county health department kept a copy of the
referral form. The health department attached the form to a
health record which was not filed until the treatment
w7ovider informed the county the child Lad been t.N7,ated.
Treatment providers were called periodically to determine the
status of the child's treatment. If an appointment was not
kept, the family was called. When the number of untreated
referrals became large, screening was discontinued and the
public health nurses concentrated on following up on those
al::reated children.

In contrast, the health officials in another Alabama
county we visited were prepari.,g and attaching referral
slips to each cild'r health record but were filing these
recorvls without folloWng determine whether th:I

children received treatl:Isnt. We reviewed ,:r.Batment computer

reports of 3 counties in Alabama and found that of F.08

medical conditions detected, on?.y 139, or 27 percent, had
been treated within 1 year of the date of detection.

One child received an EPSDT examination in'early 1973

and was referred to a physician for treatment for intesti,7a1

parasites. The child did not visit a physician for more
than 4 months after the first examination and was admitted

to a hospital. A physician at the hospital diagnosed the
problem as gastroenteritis. The child then underwent a
series of X-ray and urological tests until the problem wars
again diagnosed as intestinal parasites. The child was then
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given drugs to alleviate the problem. A State official told
us that, because of poor followun, this child suffered sev-
eral months of discomfort, and the State paid an estimated
$200 of unnecessary medical expense to find intestinal para-
sites which EPSDT had previously noted.

In Idaho each of seven regional offices determined its
awn methods of achieving program goals and was responsible
for administering EPSDT aid establishing approvriate pro-
cedures for followup. In one region, an aide was employed
to handle outreach efforts which included calling or visit-
inj families to make screening appo2mtments. Two other aides,
asaig ad to take care of treatment followup, were trained to
pe:t-,.As outreach and followup and w i.ssist in giving parts
of th3 vision and hearing tests at EIJ,fT clinics.

One of the: Ideho aides had devield a filing and cross-
reference system that she used to mmitor the services re-
ceived by eligible families. However, these methods were
not used statewide, am the extent of followup in Idaho, as
in other States, seemed to depend on the innovation of offi-
cials in individual counties or regions. In another region
in Idaho very little followup information was available
because outreach had been emp:sized instead. The program
coordinator stated that he the manpower for effective
followup.

Rhode Island had a followup system to determine wheier
children received treatment for conditions identified during
EPSDT. All examination forms were reviewed by one official.
When a child was referred for treatment, this official sent
a letter requesting a caseworker supervisor to contact the
family, determine whether treatment was received, and report
back to him.

From January through June 1973, the first 6 months of
the program, 28 followup letters were sent to caseworker
lz...pervisors. As of September 1973, 21 followup reports had
been returned. Of the 21 reports returned, 16 reported that
children had received treatment, 3 reported that children
were scheduled for treatment, 1 report did not specifically
mention treatment, and 1 reported no treatment had been
sought because the child's symptoms disappeared.
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Although this followup sv. em seems effective, it was
characterized by timelags betwwIn the screening, the notice
to social workers, and the repent to the State EPSDT official.
The entire process often took 3 to 4 months. The average
timelag on the seven outstanding reports was about 6 months.

CONCLUSIONS

The States were identifying large numbers of medical
problems for those children screened, but many children were
not being treated. The States need to improve their systems
to insure that children with problems identified during the
s:.Arestings are receiving the necsisary medical care.

RE C OMNEE TION

We re.;ommeni that the Secretary of HEW direct the Ad-
ministratx, SRS, to require States to establish procedures
to followup on children with problems identified during the
screening process to insure that needed treatment is pro-
vided.

AGENCY COMMENTS AND OUR EVALUATION

HEW commented that, under the penalty provision of EPSDT
regulations, States are required to take steps to assist re-
cipients needing diagnostic and treatment services so that
those services will be provided within a reasonable time.
HEW will require that States have procedures to insure that
needed treatment is provided. HEW will aid the States in this
effort by making materials and funds available for training
caseworkers in health-related support services. The University
of Michigan :3 under contract to develop these materials.

These actions .ncull help overcome the problems discussed
in this chapter.
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CHAPTER 5

$TPPLEMENTAL 11i P:IATION PROVIDE:, BY THE STATES

We gave the eight bt.at s included in our review an
oppor* )ity to comment on t,e results of our Lieldwork.
Each or -ne States responded and generally agreed that ou.)7

report was accurate as of the time of our fieldwork. However,
they said that much had been enne since that time to implement
EPSDT.

`.several States rep13.ed t'at as of June 30, 1973, HEW
llticns require,: tha: on l) children through age 5 be

screened and, there :e, ycentage of children that had
bc,:en screened wa3 h: -ter than .eflected in our report.

Several Staes also indicated concern that the 'EP=
statistics did not reflect the number of children receiving
screening under other health programs and that RPSDT might
duplicate these screenings. However, in most cases, the
States could not provide spee.fic statistics on how many
children had been screened under other programs or the scope
of such screenings. We agree that EPSDT should be coordinated
with other programs and that EPSD1 efforts should be dire;ed
at providing screening and/or treatment to eligible child
not receiving these services under other programs.
States determine what services children eligible for EPSDT
are receiving under other programs, the States cannot effer.-
tively direct their EPSDT efforts. Following are summaries
of the States' zomments.

ALABAMA

The Director of the Medical Services Administration,
Alabama Department of Public Health, agreed that the cost of
the EPSDT program concerns all the States but he said that
the major problem in Alabama's EPSDT program implementation
is the incapacity of available providers to screen, diagnose,
and treat the large number of eligible persons on a timely
basis, even though Alabama makes optimum use cf allied health
professionals. He also'commented that neiti.mr compliance
hearings nor fiscal penalties will in any way aid Alabama in
solving its proLlems of trying to provide screening, diagnosis,
and tr...atment for its eligible children.
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IDAHO

The Administrator of the Division of Health Services,
Idaho Department of Health and Welfare, stated that Idaho's
EPSDT program has been expanded since the time of our field-
work and mazy of the problems cited in the report have been
sol4ed. He commented that Idaho

--is now providing services statewide and has a
coordinator at the State level who is working with
individual regions to give the program overall
unity,

--has developed a "tracking system" to insure that
children with problems identified during screening
are receiving necessary care, and

--has intensjfied the outreach portion of the program
for infor-ning eligible families.

Because of E. shortage of physicians, Idaho is using
health professionals when possible and, through the

Buret. of Child Health, is providing firancial assistance
to :Local health departments for traininc'staff members as
nurse practitioners.

t ILINO

The Directdr of the Illinois Department of Public Aid
commentet: that many of the children in Illinois were re-
ceiving adeqvate medical attention under the State's Medicaid
program and that there was no need to screen these children.
He commented that during fiscal rear 1972 about 62 percent
of the eligible children received one ri more types of service
identifiable in the medical, dental, or eye care program and
that prelim:nary estimates for fiscal year 1973 indicate that
this percentage las increased to 86.2 percent.

He provided statistics which indicated that 19,158 aabies
received newborn care from 1971 through 19/3 and 178,136
children, to age 12 received dental prophylaxis during this
period.

29



We talked to Illinois officials to determine how many
children received EPSDT-type physicals under programs other
than EPSDT. However, these officials were not able to pro-
vide us with this information for programs other ,than the
newborn baby program.

MASSACHUSETTS

The Commissioner and Assistant Commissioner Of the
Massachusetts Department of Public, Welfare and the Program
Director for EPSDT commented that since the time of our
fieldwork Massachusetts has engaged in activitieg responsive
to our recommendations. The following activities have taken
place:

--Bilingual notifications were mailed out to all
AFDC families with their March 1, 1974, AFDC
checks.

--A series of new computer service codes has been
developed to enable complete recipient profiles
to be established which could be searched for
children not receiving proper periodical care
or indicated followup.

--Computer printouts, by area, have been obtained.

--Medicaid is currently reimbursing more than 40
neighborhood health centers for outreach, which
is one of the services included in the overhead
operational cost of the centers.

They also commented that since March 1974 the number of
pediatricians with whom Massachusetts has arranged special
EPSDT contracts has risen from 50 to over 150. They further
mentioned that other EPSDT activities are being researched
and/or developed, such as:

--EPSDT outreach policy material for social workers
is being developed.

--A system for integrating the Department of Public
Welfare's intake process with EPSDT outreach and
referrals is being considered.
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ORZGON

The Director of the Oregon Department of Human Resources
agreed that Oregon did not have an EPSDT program in effect
at the time of our fieldwork. He pointed out that there was
no statutory or regulatory requirement for outreach or follow-
up until July 1, 1974, the effective date of Public Law 92-603.

RW DE ISLAND

The Director of the Rhode Island Departmant of Social
and Rehabilitation Services said that for fiscal year 1°73,
in addition to the 202 EPSDT screenings, there were 1,368
pediatric examinations of newborn babies, 7,022 physical
examinations given to children enrolled in varic'is health
centers, and 6,500 children were to receive physical exami-
nations require'. by Rhode Island State law upon entering the
4th, 7th, and a0th grades.

We contacted ahode Island officials to determine whether
these physicals co%tained all the elements of an EPSDT
screening. State ifficials did not know whether these pro-
grams provided screenings as comprehensive as those under
EPSDT.

WASHINGTON

The Director of the Washington Department of Social and
Health Services -ommented that Washington now has 146 pro-
viders of EPSDT services and has achieved statewide coverage.
The total number of children screened through fiscal year
1974 was 20,668 and the total number referred for diagnosis
and treatment was 7,999. Local offices are giving high
priority to pul,:?.--izing the program and finding cases for
referral. A stat,iwide news rele,-se was issued by the State
on January 30 142.74, preceded by distribution of television
and radio pubil.: service announcements provided by hEW.

Provide; r. are invited to contract for providing EPSDT
by personal lei:ter, by the department's pediatric consultant,
and through c =- ..Ditty medical societies. Allis' health pro-
fessionals are providinc screening services in some rural
areas of the State bu.,. :n other areas no screening services
are available.
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WISCONSIN

The Secretary of the Wisconsin Department of Health and
Social Services commented that the report generally reflects
the situation as it was at the time of our fieldwork but that
a great deal had been accomplished since then. He reported
that:

--By March 1974 screening was underway in seven
counties, and nearly all the rest of the counties
had begun screening services by the end of April
1974.

--By the end of June 1974 about 5,000 out of the
148,025 eligible children had been screened.

--By the end of June 1974, 100 percent notifica-
tion of eligible individuals of the availability
of EPSDT services was achieved. Newly eligible
persons will be informed routinely as part of the
initial contact, and personal contacts will be
made in selected cases when there is no response
to mailed information.

--In 67 counties the public health nurses provide
the screening services and are reimbursed for
actual costs, and 1 county is served by a non-
profit, community-based health center which is
also reimbursed for screening costs. These
counties refer patients to other providers for
diagnosis and treatment services. In four other
counties medical clinics or private physicians
provide the screening services and are paid the
usual fees for the test administered.

The Secretary also commented that Wisconsin has pro-
vided for computerized tracking capability to help insure
that referral, diagnosis, and treatment are provided. Claims
for payment of appropriate services are indications that
services have been rendered. If no claim for payment is
made, the local agency will automatically receive notice and
be asked to followup to find out why treatment has not been
provided.
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He noted that many eligible children receive regular,
adequate medical care and are not in nted of screening. An
Interdepartmental Committee on Screening has been formed to
consider ways of coordinating the development of EPSDT with
screening required by State law on school entry to determine
whether a child might have a disability requiring special
education services.
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APPENDIX I

EPSDT SCREENING STATISTICS AS OF JUNE 30, 1973

NAME OF STATE Alabama State
ORGANIZATION Board of Health

NUMBER OF ELIGIBLE CHILDREN 240,000'

Number Percent

NUMBER AND PERCENT SCREENED:
Fiscal year:

1970 0 0

1971 0 0

1972 8,032 3

1973 30,983 13

Total 39,015 16====.=

TYPE OF CONDITIONS
FOUND (note a):

Visual 1,627
Hearing 593
Dental 11,596
Lead poisoning 0

Other (note b) 25,851

Total 40,021

TYPES OF SCREENING PROVIDERS:
Private physicians 29
Clinics 0

Public health departments 66

Others 0

Total 95

a
More than one illness or impairment can be identified for
a child.

b
Includes intestinal parasites, anemic conditions, heart
conditions, and any other physical or mental conditions
found.
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APPENDIX I

EPSDT SCREENING STATISTICS AS OF JUNE 30, 1973

NAME OF STATE
ORGANIZATION

Idaho Department of
Environmental and
Community Service

NUMBER OF ELIGIBLE CHILDREN 13,558

NUMBER AND PERCENT SCREENED:
Fiscal year:

1970
1971
1972
1973

Total

Number Percent,

0

0

0

1,594 12

1,594 12
IIMINMa

TYPE OF CONDITIONS
FOUND (note a):

Visual 83
Hearing 45
Dental 420
Lead poisoning 0
Other 849

Total

TYPES OF SCREENING PROVIDERS:
Private physicians 0
Clinics 0
Public health departments 4
Others 3

Total

a

More than one illness or impairment can be identified for
a child.
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APPENDIX I

EPSDT SCREENING STATISTICS AS OF JUNE 30, 1973

NAME OF STATE
ORGANIZATION

NUMBER OF ELIGIBLE CHILDREN

Illinois Department of
Public Aid and Depart-
ment of Public Health

583,349

Number Percent

NUMBER AND PERCENT SCREENED
Fiscal year:

(note a):

1970 0 0

1971 0 0

1972 1,548 0

1973 11,340 2

Total 12,888 2

TYPE OF CONDITIONS FOUND (note b):

Visual
Hearing
Dental
Lead poisoning
Other

TYPES OF SCREENING PROVIDERS (note c):

Private physicians
Clinics
Public health department
Others

a

b

These figures represent the number of
to the State during these years. Scre

available for only 9 months of fiscal
commented that children are receiving
programs. (See pp. 29 and 30.)

examinations billed
aning statistics were
year 1973. Illinois
screening under other

As of June 30, 1973, this information was not being reported.

Specific numbers of providers are not
medical provider could bill the State
providers did not have to sign special
ments as they did in other States.
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APPENDIX I

EPSDT SCREENING STATIn7CS AS OF JUNE 30, 1973

NAME OF STATM Massachusetts Department
ORGAnZATION of Public Welfare

NUIABLit OF ELIGIBLE CHILDREN 415,800

Number Percent

NUMBER AND PERCENT SCREENED
(notes a and b):

Fiscal year:
1970
1971
1972
1973

Total

TYPES OF CONDITIONS FOUND (note c):
Visual
Hearing
Dental
Lead poisoning
Other

Mi

Mi

TYPES OF SCREENING PROVIDERS:
Pri ate physicians 0
Clinics 2
Public health departments 0
Others 0

Total 2

1111

111011=

a

Massachusetts officials informed us that their Medicaid pro-
gram has provided EPSDT type services since 1968, but the
State is having difficulty documenting the screening being
performed and the providers.
b

The Massachusetts Commission for the Blind screened 75 blind
children, but this is a separate organization from the Massa-
chusetts Department of Public Welfare so these statistics
were not included in the above totals.

As of June 30, 197?, this information was not being reported.
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APPENDIX I

EPSDT SCREENING STATISTICS AS OF JUNE 30, 1973

NAME OF STATE Oregon Public

ORGANIZATION Welfare Division

NUMBER OF ELIGIBLE CHILDREN 73,521

NUMBER AND PERCENT SCREENED (note a):
Fiscal year:

1970
1971
1972
1973

Total

Number Pex'cent

IWO

=="

TYPE OF CONDITIONS FOUND (note a):
Visual
Hearing
Dental
Lead poisoning
Other

TYPES OF SCREENING PROVIDERS (note b):
Private physicians
Clinics
Public health departments
Others

a

b

IWO

IWO

Screening had not started as of June 30, 1973.

Provider agreements had not been signed as of June 30, 1973.
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APPENDIX I

EPSDT SCREENING STATISTICS AS OF JUNE 30, 1973

NAME OF STATE
ORGANIZATION

Rhode Island Department
of Social and Rehabili-

tative 4.,:_virg.

NUMBER OF ELIGIBLE CHILDREN 37,000

Number Percent

NUMBER AND PERCENT SCREENED
Fiscal year:

(note a):

1970 0 0
1971 0 0
1972 0 0
1973 202 1

Total 202 1

TYPES OF CONDITIONS FOUND (note b):
Visual 4
Hearing 5
Dental 0
Lead poisoning 0
Other 21

Total 30

TYPES OF SCREENING PROVIDERS:
Private physicians 23
Clinics 3

Public health departments 0
Others 0

Total 23

a

Rhode Island commented that it had provided additional
screening through other programs to about 15,000 children
in fiscal year 1973. (See p. 31.)

b

More than one illness or impairment can be identified for
a child.
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APPENDIX I

EPSDT SCREENING STATISTICS AS OF JUNE 30, 1973

NAME OF STATE
ORGANIZATION

Washington Department
of Social and Health

Services

NUMBER OF ELIGIBLE CHILDREN 240,000

Number Percent

NUMBER AND PERCENT SCREENED:
Fiscal Year:

19 70 0 0

1971 0 0

1972 0 0

1973 4 473 2

Total 4,473 2

TYPES OF CONDITIONS FOUND (note a):

Visual 190

Hearing 306

Dental 599

Lead poisoning 2

Other 1 635

Total 2,732

TYPES OF SCREENING PROVIDERS:
Private physicians 48

Clinics 13

Public health departments 17

Others 8

Total 86

a
More than one illness or impairment can be identified for

a child.

41



APPENDIX I

EPSDT SCREENING STATISTICS AS OF JUNE 30, 1973

NAME OF STATE
ORGANIZATION

Wisconsin Department
of Health and
Social Services

NUMBER OF ELIGIBLE CHILDREN 148,025

NUMBER AND PERCENT SCREENED (note a):
Fiscal year:

1970
1971
1972
1973

Total

Number Percent

ONO

11 OM,

INN

11

0.0 =
TYPES OF CONDITIONS FOUND (note b):

Visual
Hearing
Dental
Lead poisoning
Other

TYPES OF SCREENING PROVIDERS:
Private physicians 0
Clinics 0
Public health departments 2

Others 0

Total 2

a

One county screened 110 children in March 1973, but the
State did not officially start a screening program until
July 1973 so these statistics were not included in the
above total.

b

As of June 30, 1973, this information was not being re-
ported.
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APPENDIX 13

DEPARTMENT OF HEALTH, EDUCATION. AND WELFARE
OFFICE OF THE SECRETARY

WASHINGTON, 0 C atm

SEP 0 ER

Mr. Gregory J. Ahart
Director
Manpower and Welfare Division
United States General Accounting Office
Washington, D. C 20548

Dear Mr. Ahart:

The Secretary has asked that I reply to your

(July 11, 1974] letter, in which you asked for

our comments on a draft report entitled, "Improve-

ments Needed in Medicaid Early and Perioac Screening,

Diagnosis, and Treatment Program".

We appreciate the opportunity to review and comment

on this report in draft form.

Enclosure

Sincerely yours,

L

Jo D. Yo g
e Ass stant cretary, Comptroller
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APPENDIX II

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
RESPONSE TO THE GAO AUDIT REPORT ENTITLED

"IMPROVEMENTS NEEDED IN MEDICAID
EARLY AND PERIODIC SCREENING, DIAGNOSIS,

AND TREATMENT PROGRAM"

PREFACE

An item which speaks to all of the report's recommendations is the
series of conferences held by the Secretary to reemphasize HEW's
commitment to EPSDT. The conferences were held August 9 in
Washington, D. C., August 13 in Atlanta, and August 16 in
San Francisco. Representatives from the Governors offices were
invited as well as State personnel shat are responsible for EPSDT.
HEW Central Office and Regional Office staff also attended. The
Secretary Chaired the first conference and his representatives
chaired subsequent conferences. It is expected that the primary
impact cif the conferences would be to emphazI'Pe.to the States the
Federal bureaucracy and the public how strongly the Secretary and
HEW are cummitted to the EPSDT effort.

The Secretary expressed HEW's willingness to impose fiscal sanctions
against those States which do not meet Fedetal requirements. A sub-
stantial portion of the conferences were devoted to explaining
EPSDT program requirements.

RECOMMENDATION

The Secretary of HEW should direct the Administrator, SRS, to require
the States to. improve their methods of informing all eligible families
of the availability of EPSDT.

RESPONSE

states are now required to inform AFDC families. in writing at least
once a year about the EPSDT program; what the program encompasses
and how and where services can be obtained. If a State's written notice
does not adequately satisfy the above items then the State must provide
that information through the use of caseworkers, or other parties desig-
nated as responsitle for the information function. States that do not
adequately inform AFDC families will have their AFDC monies reduced by 1%
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per annum assessed quarterly. SRS is currently developing critclia
for the application of the rz penalty which includes. the information
function. Wbre the rz penalty applies only cc AFDC families the
basic program regulation requires that all eligibles must be informed

about the EPSDT program. HEW will stipulate that non-AFDC eligibles

must be informed in the same manner as the AFDC eligibles. The

sanction here for non-compliance would be a conformity hearing.
HEW has supplied TV and radio spots to States to use as they see fit.

pECOMMENDATION

The Secretary of HEW should direct the Administrator, SRS, to
encourage and assist the States to use allied health professionals
for screening especially in those areas that have a shortage of

physicians.

RESPONSE

The GAO report recognizes that HEW guidelines encourage the use

of allied health professionals. The Medical Services Administration
will continue to emphasize this alternative in technical assistance
activities with States. Further, the Health Facilities Foundation
of San Francisco is'under contract with HEW to develop a manual to :NI
used in the training of allied health professionals that will be .

working in EPSDT. The manual is scheduled to be available for distri-

bution in October.

RECOMMENDATION

The Secretary of HEW should direct the Administrator, SRS, to
encourage and assist the States to increase their soreening efforts
in order to insure that all eligible children are screened.

RESPONSE

HEW has encouraged States to make efforts that will insure that
screening is available to all eligible children. The program
requirements associated with the 17. penalty provision require the
States to take an active role in assisting eligibles 'requesting
screening services. This role includes: an explanation of what
services are available, where and,how services can be obtained,
assuring that adequate number of providers are available to provide
services normally within 60 days of request and a system to assure
that once requested screening servi:es are received.
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Mill make available to pzoviders in August 1974 a "how to".
manual on screening.

The recommendation states that HEW should "...insure that all
eligible children are screened." It should be noted that many
eligible children are under comprehensive care. To screen these
children would be a duplication of effort. REW is supporting
efforts by various States to !,entify children under comprehensive
care and concentrate on screening those.children not under care.

RECOMMENDATION

The Secretary of HEW should direct the Administrator, MS, to
encourage and assist the States to establish procciures to insure
that screenings are periodically updated.

RESPONSE

All'States parldcipating in title XIX .now have some type of EPSDT
program. Some of the States have taken steps to assure that
screenings are periodically updated. HEW is beginning to encourage
and assist States to refine their programs, especially in the area
of case management. An efficient case management system should
assure that screenings are perioEcally updated.

RECOMMENDATION

The Secretary of HEW should direct the Administrator, SRS, to
monitor the States progress in meeting their screening schedules.

RESPONSE

SAS is develcping plans for encouraging, assisting and monitoring
States' performance in meeting scrning schedules as part of a
comprehensive plan of work with.Sta* s on improved FPSDT implemen-
tation. We will be assisting States in identifying causes of delay
in meeting schedules and in developing solutions drawn in many
instances from our knowledge of successful practices. Some of these
plans are necessarily tentatiVe, contingent upon the number and
distribution of available staff for EPSDT.
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RECOMMENDATION

The SeCretary of HEW should direct the Administrator, SRS, to
require the States to establish procedures to follow-up on
children with problems identified during the scregning process
to insure that needed treatmentl.s provided.

RESPONSE

Under the penalty provision, CFR 45, Section 205.146(c)(iii)(b),
States are required to take steps to assist recipients needing
diagnostic and treatment services so that those services will be
provided within a reasonable time period. HEW will require that
States have procedures to assure that needed treatment is pro-
vided. HEW will aid the States in this effort by making materials
and funds available for training caseworkers in health-related
support services. The University of.Michigan is under contract
to develop these materials.

RECOMMENDATION

The Secretary of HEW should direct the Administrator, SRS, to take
more aggressive acf'on, including formal compliance hearings, to
bring the States into compliance with the law and SRS regulations.

RESPONSE

The Secretary's conference on EPSDT made it very clear that
HEW plans to move aggressively against. those States which do not
meet the 1% penalty criteria. D. addition, for those States
which continue to be out of compliance with the basic program
requirements, or continually refuse to come into compliance with
the penalty regulation, HEW will initiate formal compliance action.
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APPENDIX III

PRINCIPAL OFFICIALS OF THE DEPARTMENT OF

HEALTH, EDUCATION, AND WELFARE RESPONSIBLE

FOR ADMINISTERING THE ACTIVITIES

DISCUSSED IN THIS REPORT

SECRETARY OF HEALTH, EDUCATION,
AND WELFARE:

Caspar W. Weinberger

Tenure of office
Frpm

Present

To

Feb. 19 73
Frank C. Carlucci (acting) Jan. 1973 Feb. 1973
Elliot L. Richardson June 1970 Jan. 1973
Robert H. Finch Jan. 1969 June 1970
Wilbur J. Cohen Mar. 1968 Jan. 1969
John W. Gardner Aug. 1965 Mar. 1968

ASSISTANT SECRETARY FOR HEALTH:
Dr. Charles C. Edwards Apr. 1973 Present

ADMINISTRATOR, SOCIAL AND REHABIL-
ITATION SERVICE:

James S. Dwight, Jr. June 1973 Present
Francis D. DeGeorge (acting) May 1973 June 1973
Philip J. Rutledge (acting) Feb. 1973 May 1973
John D. Twiname Mar. 19 70 Feb. 1973
Mary E. Switzer Aug. 1967 Mar. 1970

COMMISSIONER, MEDICAL SERVICES
ADMINISTRATION:

Dr. Keith Weikel (acting) July 1974 Present
Howard N. Newman Feb. 1970 July 1974
Thomas Laughlin, Jr. (acting) Aug. 1969 Feb. 1970
Dr. Francis L. Land Nov. 1966 Aug. 1969
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